Robotic laparoendoscopic single-site compared with robotic multi-port sacrocolpopexy for apical compartment prolapse.
Sacrocolpopexy is a commonly performed procedure for repair of apical compartment prolapse. A Y-shaped mesh is attached to the prolapsed cervix or vagina and suspended to the anterior longitudinal ligament of the sacrum. In addition to conventional laparoscopic and multi-port robotic routes, the robotic laparoendoscopic single-site approach has emerged as a viable, feasible, and widely applicable minimally invasive approach to sacrocolpopexy. We compared robotic laparoendoscopic single-site with multi-port robotic sacrocolpopexy for women with either utero-vaginal or vaginal apical prolapse. In this single-center, randomized controlled trial, 70 women at Pelvic Organ Prolapse Quantitative stages 2-4 were assigned randomly to undergo sacrocolpopexy by robotic laparoendoscopic single-site or multi-port robotic approaches during August 2017 to November 2018. Of 35 women randomized to each group, 32 underwent sacrocolpopexy. Operating time was the primary outcome of the trial. Secondary outcomes included intraoperative bleeding, length of hospitalization, pain during the first postoperative 24 hours (according to a 0-10 visual analogue scale), the need for analgesics, intraoperative and postoperative adverse events. Six weeks and six months after surgery, patients underwent a physical examination according to Pelvic Organ Prolapse Quantitative measurements, to assess the anatomical success of the surgery. The Pelvic Floor Distress Inventory-20 and Pelvic Organ Prolapse/Urinary Incontinence Sexual -12 questionnaires were administered prior to surgery and at six months follow up. The Patient Scar Assessment Questionnaire and the Activity Assessment Scale were administered at six weeks and six months after the surgery. Exclusion criteria included: contraindication for general anesthesia, a history of prior sacrocolpopexy, suspicious adnexal masses, suspicious thickened endometrium and morbid obesity (body mass index of 40 kg/m2 or more). The mean age of the patients was 58.4 years. Most patients (54%) had stage III prolapse. Mean total operative times were 181.3±32.6 and 157.5±42 minutes for robotic laparoendoscopic single-site and multi-port robotic sacrocolpopexy, respectively; the difference was 23.8 minutes, 95% confidence interval (CI) [4.2-43.4], P=0.018. The mean differences in duration between the procedures were: 29.8 minutes, 95% CI [9.2-50.4], P=0.005 for anesthesia time; 33.1 minutes, 95% CI [16.5-49.7], P<0.0001 for console time; 8.6 minutes, 95% CI [1.1-16.3], P=0.025 for supracervical hysterectomy time; 8.3 minutes, 95% CI [1.8-14.8], P=0.03 for mesh suturing and fixation to the promontory; and 4.7 minutes, 95% CI [1.5-7.7], P=0.004 for peritoneum suturing. Statistically significant differences were not observed between the groups in estimated blood loss, intraoperative complications and the demand for analgesics during hospital stay. Quality-of-life parameters were similar. Patients' assessment of their scars was more favorable in the robotic laparoendoscopic single-site group. For sacrocolpopexy, the operative time was longer for the robotic laparoendoscopic single-site than the multi-port robotic approach. Both approaches are feasible and short-term outcomes, quality-of-life parameters and anatomic repair are comparable. Our Results are generalizable only to the specific robotic platforms used in the study.